he diagnostic criteria were developed by a consensus conference initiated by the Research Committee of Idiopathic Cardiomyopathy (Dr Akira Kitabatake, Former Chief Researcher; Dr Hitonobu Tomoike, Present Chief Researcher). To reflect the opinions of physicians who had actual experience with patients with takotsubo cardiomyopathy, 203 institutions were asked to cooperate in the preparation of the guidelines. These institutions had made presentations on this disease at scientific meetings of the Japanese Circulation Society from November 1989 to October 2002. Questionnaires asked for the observed numbers of cases (by sex), disease names in Japanese, sites of abnormal ventricular wall motion, obstruction of the ventricular outflow tract, exclusion criteria, electrocardiographic findings, symptoms, triggers, biochemical markers of myocardial damage, prognosis, fatal cases, and cases with severe sequelae. Questionnaires were sent and collected on January 10, 2003. Based on the results, the first edition of the guidelines for diagnosis of takotsubo cardiomyopathy were prepared. At the 2003 group meeting of the Idiopathic Cardiomyopathy Research Committee, an evaluation was considered necessary to determine whether this disease should be treated as a distinct clinical entity. To make the proposal more effective for the diagnostic guidelines, 33 researchers in Japan who had published research papers (original articles, reviews, and case reports, in English or Japanese) on this disease were asked to check the "Guidelines for diagnosis of takotsubo cardiomyopathy, 1 st edition". The contents were: disease names in Japanese, disease names in English (including those corresponding to Japanese names), should inverted takotsubo phenomenon be included in the definition, sites of ventricular contraction abnormalities (whether or not apical ballooning alone is acceptable, should takotsubo be specify only in cases with hypercontraction of the ventricular base, and should normal contraction of the ventricular base be included), and the clinical importance of coronary angiography.
Twenty-one researchers responded to the request and provided their opinions, based on which the diagnostic guideline was revised. At the 2004 group meeting of the Research Committee of Idiopathic Cardiomyopathy, the revisions were reviewed by the members, who approved them.
For the sites of ventricular contraction, many questionnaire participants stated, "only apical ballooning is necessary". Eleven participants indicated, "cardiac base has normal contraction" and "includes a transient decrease including that in the base". Therefore, "the contraction of the cardiac base is well preserved and some cases even have the tendency for hyperkinesis" was deleted from the draft. An overwhelming number of questionnaire participants (20/21) were of the opinion that the inverted takotsubo phenomenon should not be included.
There was lack of agreement on the indication for coronary angiography; 12 researchers insisted upon acute-stage angiography and 9 stated that chronic-stage angiography was acceptable. For this reason, the following statement was incorporated into section A of the exclusions: "urgent coronary angiography is desirable for imaging during the Circ J 2007; 71: 990 -992 (Received February 26, 2007; accepted March 20, 2007 (longer duration of ST elevation than from coronary spasm), T-wave inversion (giant negative T-wave), QT prolongation, and lack of reciprocal changes.
Slight elevation of cardiac enzymes (low values not
proportional to the hypokinetic area). 5. Lack of significant coronary artery stenosis. Low provocation rate of coronary artery spasm (approximately 1/3). 6. Rapid normalization of the abnormal pattern of ventricular contraction, the electrocardiogram, cardiac enzymes and troponin, and the myocardial scintigram. 7. Higher incidence in elderly females (7-fold that of males). 8. Trigger factor of emotional stress 1,2 (predominantly emotional stress in females and physical stress in males) 9. Presence of myocardial tissue damage. Some cases might have the sequel of ventricular aneurysm. 10. Reversible outflow tract obstruction might be observed in both ventricles. 11. Some cases may have an elevation in serum catecholamine levels. 12. The pathological conditions change and improve in response to various types of drugs: intracoronary verapamil improves coronary blood flow; intracoronary nicorandil improves ST elevation; intravenous propranolol or cibenzoline improves the outflow tract gradient and ST elevation. 13. The apical region is not opacified on contrast echocardiography. 14. There is an abnormality of coronary flow reserve in Doppler flow-wire studies. 15. In severe cases, respiratory failure can occur. 16. Fatal cases exist (eg, from cardiac rupture). 
